For treatment, spinal immobilization is essentiall. In most cases the pathogen is S. aureus; and for this organism intravenous antibiotics must be continued for a total of eight weeks6. Serial Back pain is a common symptom in older people, and detection of the rare case of vertebral osteomyelitis is a challenge.
CASE HISTORY
A woman aged 88 was admitted with a six-week history of low back pain which had become more severe in the past week. She was now having difficulty walking. She was pyrexial (37.40C) and had a systolic murmur at the left sternal edge but there were no stigmata of infective endocarditis. The nervous system was normal and dental caries was absent. She had a normochromic, normocytic anaemia with a haemoglobin of 8.6g/dL, an erythrocyte sedimentation rate > 100 mm/h, and a serum C reactive protein of 99 mg/L. Radiographs of her lumbar spine showed erosion of the end plates above and below the L3/L4 disc and degenerative changes in the lumbar spine. Subsequently a technetium bone scan indicated areas of greatly increased activity within the vertebral body of L4 and the left posterior aspect of L3 with relative preservation of the disc space. These changes were reported as consistent with skeletal metastases rather than infection. Two sets of blood cultures grew Streptococcus viridans sensitive to penicillin. Echocardiography revealed mitral regurgitation but no vegetations.
Vertebral osteomyelitis was diagnosed and she was started on intravenous benzylpenicillin 2.4 g four times daily and gentamicin 120mg twice daily. For analgesia she required morphine and a non-steroidal anti-inflammatory drug.
Despite intravenous antibiotics she developed a swinging pyrexia, so magnetic resonance imaging (MRI) of the lumbar spine was done to assess the size of any paraspinal collection (Figure 1) . The scan showed an established L3/ L4 spondylodiscitis with a small right paraspinal collection. After consultation with the spinal surgeons it was decided to continue with intravenous antibiotics since she was improving clinically. After three weeks of intravenous benzylpenicillin and a week of gentamicin, she was put on oral amoxycillin to complete a three-month course of antibiotics. Back pain improved, though repeat radiographs showed destruction of the L3/L4 disc space. After ten weeks in hospital she was discharged to a rest home. COMMENT Vertebral osteomyelitis is an uncommon cause of back pain in adultsl. The incidence of pyogenic vertebral osteomyelitis in the UK is 1 in 250 0002. A long latent period makes early diagnosis difficult. Various micro-organisms have been isolated from the blood or disc space of patients with vertebral osteomyelitis, including Staphylococcus aureus, Staphylococcus epidermidis, Escherichia coli, and haemolytic streptococcus. S. aureus is the commonest micro-organism in haematogenous vertebral osteomyelitis and was isolated in 36% of cases in a series from the USA3.
Strep. viridans is a very unusual cause of vertebral osteomyelitis. Could our patient's vertebral osteomyelitis have been secondary to infective endocarditis? A large American series of infective endocarditis had no cases of associated vertebral osteomyelitis, but there are isolated case reports of infective endocarditis associated with vertebral infection". We felt that there was no clinical evidence of infective endocarditis in our patient.
How can vertebral osteomyelitis be recognized early, against the background of osteoporotic crush fractures and degenerative lumbar spine disease? Clinicians should be alerted if, at onset of back pain or worsening of longstanding symptoms, there is fever or a raised C-reactive protein or a high erythrocyte sedimentation rate. Then the investigation of choice is magnetic resonance imaging, which gives a positive diagnosis in up to 95% of cases7. With computed tomography the sensitivity is somewhat lower; and radionuclide imaging lacks specificity as well as sensitivity7. To ensure appropriate antibiotic treatment, microbiological diagnosis is critical. In a retrospective series of 68 patients, appropriate antibiotics were curative in all but one, irrespective of the duration of symptoms1. Suspected upper gastrointestinal bleeding is often managed by gastroenterologists. There is a subgroup of patients whose initial management should involve a vascular surgical team.
Gastrointestinal haemorrhage after abdominal aortic grafting

CASE HISTORY
A man aged 66 was referred with a history of melaena and symptoms of progressive anaemia. He described four episodes of melaena in 5 months, the most recent a week earlier. He gave no history of dyspepsia or haematemesis. 6 years earlier he had undergone abdominoperineal excision of the rectum for Dukes stage B carcinoma and concurrent aortic aneurysm repair, followed by two laparotomies for adhesion obstruction and repair of a midline abdominal incisional hernia. He had been discharged from the colorectal surgical clinic, judged recurrence-free at 5 years. On examination he was clinically anaemic. His stool was of normal colour, and femoral and distal pulses were of normal character. He had a hypochromic, microcytic anaemia with haemoglobin 6.5 g/dL.
He was thought to have either an aortic graft-enteric fistula or peptic ulceration. After blood transfusion, urgent gastroduodenoscopy to the third part of the duodenum showed no cause of bleeding. A contrast enhanced
